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- CHETNR 


nac ) ym. 7m for Centre for Health Education, Training, and Nutrition 


\wareness. CHETNA i is a non-government support organisation. 
aving its head office in Ahmedabad in Gujarat State of India. Its \ 
nission i isto assistin the empowerment of disadvantaged women — 


r nd children to gain control over Aged their paemines. “4 


ommunities’ health. 
ome 


oun id 


imed at. improving the effectiveness of the government 
nplemented supplementary feeding programmes for mothers and 
hildren in Gujarat. ‘Over the past two decades, CHETNA‘has 


HETNA which means”“awareness”/in several Indian languages: is 


roadened its activities inthe field of health andr nutrition education . 


ded in 1980, CHETNA 1 nade. itz beginning with a “roles =. 


or women and childrervin rural, tribal and urban areas of Gujarat 


nd Rajasthan through ity 


rogramme activities. y Bae 


e- present, -CHETNA is- paoaie Goverment and Non- 
overnment Organisations (GOs and NGOs) through its two 
esource Centres, CHEITAN, the Child Resource Centre (CRC) 


nitiated in June 1991)and the Women’s Health and Development aS 


eSOu irce Centre - CHAITANYAA (initiated in October 1992), 


agether the centres address the needs of children and women 


uring different stages of their lives. Capacity Building of NGOs 
ad GOs is done through conducting “Training of Trainers” (TOT) © 


al specific concerns of womenand children. Presently, CHETNAis / 


tive in building the management capacities of education / health , 
ractitioners /supervisors, with a view to develop their capicities 
id skills, to enable them to: implement their field based health 
‘ogrammes more effectively froma gender perspective. The training 
‘ogrammes at Ahmedabad are conducted by CHETNA at its 


caueage ag Bee of different project/ 


al 


aining Centre, which is equipped for residential programmes as — 


ell. In Rajasthan, CHETNA has created a cell to anes its 
eRh i in the! ‘state. 2 | e 


ig 


\ \ 


CHETNA has also initiated at is premises the Lilavati Lalbhai 
Holistic Health Centre which caters to the curative and preventive 
health care needs of children and women residing in nearby slum 
areas. Efforts are also made to develop linkages with othe 
edticational and developmental*organisations like Shramik 
Vidyapith, Self Employed Women’s Association, Ahmedabad 
Municipal Corporation and Civil Hospital for imparting vocational 
training, providing referral services and facilitating formal education 
to enable the overall development of women and children. | 


CHETNA develops.need based training and education material: 
for wider dissemination. Its Documentation Centre addresses the 
information needs of individuals, GOs, NGQs, activists 
academicians and| researchers working in the areas of health 
‘education and development of children and women. 
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CHEITAN = «- 
4 CHILD RESOURCE CENTRE 


About 40% of ourhumanr resource consists of children. Itis therefore’ 
‘very important tonurture this large vulnerable group to ee that 
they develop to their optimum potential. | 


The nutrition, health and developmental needs of children must be © 
urgently met to prevent undesirable effects on their growth and 
development. The grim reality that thousands of children die or fall 
ill and develop disability in our country highlights the urgentneed \ 
to review existing policies and programmes. Formal schools fail to 
provide meaningful and life useful health, education and_ skills 
limiting children’s participation in health promotion. Majority of 
adolescents depend on ynauthentic sources of information as the 
‘information and services are eithernotavailable, or ee are irrelevant : 
orinaccessible. / | yes | 


pe 


In existing development programmes today, children: are viewed as” 
passive recipients and beneficiaries. There is hardly any scope for 
their participation and action. This situation promotes the © | 
dependence of children on adults, thereby reducing their ability to. 
take responsible decisions later inlife. Several questions arise,aS we 

view the reality and scenario of Indian er ey 


Cana child be sure of her/his healthy survival today? 


Can ; a child question the kind of knowledge/ information an the! 
way it j is imparted i in schools and by the media?’ 


Cana disadvantaged child, who does not attend school, have 
equitable access to health and nutrition information/services? 


Can an adolescent hope to receive factual information and quality — 
service on sex related ; matters from authentic sources? | 


India, as a signatory to the U.N. Convention on the Rights of the 
Child has committed itself to actualise children’s participation and 
hence needs to create an enabling atmosphere where children can 
2ecome active partners in their own neat and development 
oncerns. ge ou 


or - 


ae 


Withthis concern in view, CHETNA initiated the Child Resour 
Centre (CRC) with a vision of a society where empowere: 
healthy and happy children can become active partners for the 
own, their family’s and community’s health. 


\ 
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Chaitanyaa 


The World. Health Organisation (WHO) defines “health as “asta: 
as complete physical, mental and social well being and not mere 


oe * the absence of diseases”. According to this definition, do India 


~-women enjoy good health? Does society recognise women 
contribution in an equitable and non-discriminatory manner? Cz 
a female child expect the same from life as a male.child? 


A close look at the state of women’s health and health care in Ind 
reveals that women lack adequate health services and suffer fro: 
discrimination throughout their lives. Asaresult, women have litt 
sense of their own self worth.. ie | 
Notsurprisingly the existing health care pro etammes eeinforce th 
erim situation: women receive health care solely because of the 
child bearing role. Women as non-child bearing individuals, i 
infants, children, adolescents, single and post-menopausal wome 
are largely neglected. ) 


Increasingly, women’s groups are recognising that a womar 
health cannot be separated from the society in which she lives. Ir 


With this conviction, CHETNA has initiated CHAITANYAA 
Women’s Health and Development Resource Centre whi 
envisages an egalt rian and just society where empower 
women live healthy lives. ~ , : 
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CHILDRESOURCE CHAITANYAA 


yi Pee. Vision — 


| CHAITANYAA envisages an S 
egalitarian and just society 
where empowered women 
live j heal hy 


{CRC envisages empowered, 
healthy. and) happy children |: 
jwho can contribute to the 
: development of the Nation 


Mission/Goal 
|To empower children’ to 
become active partners for] 
|their own health and that 
jof- their ‘family and 


community by~ equipping 
adults working with them ~ 


f 


To enhance women’s health]. 
status by empowering them| 
{to gain control over their own 
health and development | 
concerns, ~~ | 


Ae - ‘Strategy nae a 


To support GOs,N GOs and other autonomous agencies that work 
1in the states of Gujarat,Rajasthan and Madhya Pradesh (M.-P), | 
India, by strengthening their capacities to implement and manage 
effective health and development programmes for children and 


geod 


women. ~~ 


i 7 ye “Activities, ~< 4 


\ 


‘Activities focus on’ awareness raising and sensitising, 
capacity building of organisations, documenting experiences 
developing/disseminating education/training materials,| _ 
networking and advocating on issues concerning children and | _ 
women. / 


f 


ea 
4 all | if | sins l 
} | ea 


Oe 
ia: CHEITAN 
CHILDREN AS PARTNERS FOR HEALTH 


Children and the present health scenario 
From Needs to Rights" ) : 


During the past four to five decades, the world’s approach t 
children has changed considerably. The idea that children hav 
_ special needs has given way to the conviction that children hav 
rights, the same spectrum of rights as adults. This conviction ha 
been expressed through the Convention on the Rights of the Chil 
by the United Nations in 1989. The Convention has so far bee 
ratified by 189 countries including India, which signifies thaNhes 
countries have committed themselves to provide four broad sets ¢ 
rights to children namely, Right to survival, protectio1 
development and participation. A significant implication of th: 
change in focus is that now children’s active partnership i 
_ programmes is imperative for the effectiveness of any programm 


‘Field Realities 


The existing national level programmes that J Aees tk 
developmental concerns of children, such as Early Childhood Cai 
and Development and School Health , if reviewed in the abor 
context, falls considerably short of expectations: 


a) Although they continue to address the, issues of survive 
protection and development, this is done more from a neec 
rather than from arights perspective. The right to participatio: 
the most fundamental of all human rights that gives a larg 
meaning to all the other rights, has not yet been addressed 
practice. Many child-centered education and developme 
programmes merely consider the future value of investing - 
children and do not aceord due importance to securing the 
rights. In addition, these programmes are service oriented ar 
expensive. Hardly any programme or policy reflects the potenti 
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b) 


of children as active partners for health. These programmes also 


donotacknowledge children’s potential and ability to influence aa 
the health practices of their family and communities. 


é In addition, infrastructural shortcomings of health edtication | 
and. development programmes make them ineffective and 
. inefficient. Several reasons are at the root of this reality 


~~ '* Tn order to develop effective programmes from innovative 
_ ideas, organisations require resources including time, money 


and human power coupled with the potential and capacity for : 
enabling human resource development. In the absence of these 
inputs, the creative process leading to effective health eculeelioy 


has a limited impact. 


-*Lack of documentation means that innovative approaches onal 
‘lessons learnt from experiences are not made available to a Ler 
wider audience and thus have limited posse fer/ , 
_ replicability. ~ 


\ 


* Many field based organisations are extremely preoccupied in| 


“ implementing existing programmes that they fail to. take 


fr a a : 4 
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advantage of opportunities for scaling up programmes and 


delivefing services to a larger population. 


* Many a times, programmes are unreplicable because they ar are. 
too locale specific or highly expensive. 

* In some instances, even if innovative efforts are made, they 
often go unnoticed by policy makers and others who count. 


Acloser look at the situation of children in their families reveals 
that older children, in the majority of cases girls, often act as 


_ surrogate parents taking care of younger children when both 


parents are away at work. This situation tends to damage the 
healthy development of both the older and the younger child. 

First, the older child, burdened with responsibilities i is unable to 
take part in learning opportunities or experience the joy of 
childhood. Secondly, because the older sibling doesnot have the 


} basic child health and developm ent skills required to take — 


the youn 


proper care of the younger child, the health and development oe 
de er child is compromised. | Nes 
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Keeping the above scenario in view, two strategies that could 
ensure that the desired focus on the rights of children becoming 
areality in developmental programmes are: | e: 
\* providing learning opportunities especially life useful 
education and skills to children through formal and nonformal 
channels. In life useful education, the significance of providing 
health education assumes a specially significant role in the 
aforementioned context. | vee 
* sensitising adults, in all their multifarious roles vis a vis 
children, towards children’s potential and capabilities to be 
_ active partners in their own development and in that of their 
family and community. : | 


Relevance of Health Education for Children 


It is important that the health education process start as early as 
possible and includes children because children are critical 
stakeholders in their own:health, Catching them early to prevent 
harmful habits makes better sense than trying to change habits later 
in life after they have been internalised. Children can be effective 
change makers in their community because they have the time, 
opportunities and the required communication skills. The 
information they gather on health is disseminated amongst their 
_ juniors, peers, elders and within their community. Today’s children 
possess the potential to influence three generations: their parents, 
_ their peers and later in life their own children. 
Sensitising Adults and Capacity Building of Organisations 
In order to translate this into reality, an important and major 
intervention required entails assisting adultpractitioners managing 
these programmes, to realise the need to focus on children as a 
valuable resource so that they are willing to work towards making 
children’s rights, especially their right to participation a reality. As 
children’s needs are increasingly approached frém a rights 
perspective, service provision.is replaced and complemented by 
advocacy for children’srights. This perspective assigns responsibility 
for children’s-development to society and government. ‘It is 
imperative then, that the perspective of key, development 
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I scteiccsas built aid organisations strengthened, to enable and. 
‘equip them to implementand manage pro grammes wherein children 
becomeactive participants. Thisis possible through gender sensitive, 
participatory, need based ue for various levels of functionaries 
working with children. 


-CHETNA aims to make its contribution to the empowerment of 
‘ children, especially disadvantaged children through: 


-*advocating the need toxecognise children as partners; 


*developing training modules to help strengthen individuals, 
practitioners, organisations andi etworks to enable them to acc 
children’s participation in their programmes. 


To address this need, CHETNA has pioneered an approach. - 
Children In-Charge for Change (CIC for C). Children In- -Charge 
for Change i is the proposed strategy to meaningfully link the right 
to participation of children to, a more sensitive child-focused. 
development. The strategy envisions < “equipping and enabling 
children to participate fully and responsibly not only in activities 
butalsoin decisionmaking inthedevelopmentprocessesparticularly 

-in those that affect theirown development. Ashiftin the perspective . _ 
and mindset of adults working with children can ensure that ~ 

children get their legitimate ri¢ht to participate so that they develops _ 

, into BaP PPy capable ree ee pousitle adults. | 


Itis not only enough tocanvass Echikiony s participation inhealth bar. 
it is also necessary to suggest ways of doing so. One of the major 
concerns is that often in a teaching and learning situation the 
didactic methods used results ina wide gap between the reality and. . 
the learning that takes piace.< te CX 


Children are capable of being equal partners i in their development - 
if they are provided appropriate opportunities, support and 
ae guidance. The extent of their developmentand learning 

pends on the extent to which we are able to create an ovine 
for learning and empowerment. ee ee 


Children grow, learn and develop at theit own pace, in their own. 
ways. It compe oe that children ofall ages learnbestinan enabling, 


oe 


secure, supportive and challenging environment. Children In-Char, 
for Change advocates a Child-Focussed environment which hi 
been recognised as the most appropriate environment for facilitatir 
optimal learning among children. 


How aid you huppen to \ 

decide that ] 

always knew deor 
that you would - 


R. Serve people. | 


Mom Thave decided ~ 
that y’ ‘tl bea nurse when | 


Well 1 dorit know 
about thal,1 want 
to be a nurse becuse 

d like White Shoes 


Creating a Child Focussed Environment | 


Child focus is basically a point of view, an ideology of tl 
development community working with children. A child focusse 
approach of teaching-learning views the child as an autonomot 
individual. Its aim is to make a positive difference in the child’s lif 
It believes that children are ‘social players’ in their own right wi 
make their own social, economic and cultural contributions - 
society. 


The role of an adult is very crucial in the process of child fgoucs 
learning. It is that of a facilitator,i.e. someone who assists the chi 
to develop her/his potential. Child focus implies that a facilitat 
should be well aware of séveral concerns. 


) These include the child’s character, baakeround| abilities ar 
interests. The children’s developmental level, pace of learning 

wellas their social skills must be taken into account while developit 
modules. Connections between the child and the school and oth 
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_ organisations / institutions must also be duly. acknowléd ged. 
In India, more than half the population of school age children, 


aged 6-14, are not inschools. Thehealth and the education systems \ 
_ fail to respond tothe needs of these children. Evenif the children are_ 
enrolled into schools, the teaching learning methods commonly 
used often alienate the child fromher /his1 ee father than establish 
a connection between the two. 


a he basic philosophy of the child focused “path is that every 
| poriid has the right to learn, enjoy and play at her/ his own pace. 

Understanding children’s potential, an assumption is made that 
_ they can act as change agents in the community by taking the health — 
education messages to the family and the community. 


_ The rigidity of the system, ignorance of the educators i in terms of 
“lack of SenslavEly, motivation and creativity i in learning methods: 
and irrelevance \of the present education system, leads to~ 


t ‘underutilisation of educationand children into undesirable lifes les; 
¢ ty 
‘Enhancing Child Focussed Health Education | 


Considering the importance of health one can realise the need to 
‘make health education pr ractical, interesting and leading to.action. 
' Thus various. flexible and creative child focussed approaches to 

nealth education are recommended. The critical factor, is/not to 
forget what it is to be like a child. | 


Activity. oriented teaching provides an alternative and innovative | A 
“method of learning which addresses the impracticalities of the 
traditional education system. It gives children choices in learning ~ 
and allows them, to learn at an appropriate pace. This type of | 
learning: also enhances the ‘problem solving, communication abilities : 
, out to make a aivcreuie in the children’s own health and their | 
- overall development and to include people around them. Health . 
education. imparted through active participation ensures that 
information reaches the whole community. : 


Thetransmission/ communication of information by children to ie | 
-community builds up reciprocal and mutual links Deryiast’ vchildren, 


Vi i] \ es 


adults and the family, which is conducive to child development. 


We must demonstrate to the community the role that children ca 
play in improving the health of families. A secondary gain of chil 
focussed health education is that it relies on children’s capabilitie 
and must therefore build their confide, e. Thisleads toimprovemer 
in their quality of life. 


Teacher Training colleges should include health edition as one ¢ 
the important life relevant subjects to be taught and emphasis need 
to be laid on the methodology of teaching. The activi ‘oriente 
child focussed learning will not only be effective f ildren bu 
would also make work more rewariline for the teacher andi increas 
her/his motivation to work. ae 


Finally the policy makers and planners need to develop sensitivit 
towards theneeds and potential of children. There is a lacunae at th 
school age level in terms of health education programmes whic 
need to be addressed. The emphasis should be on preventive an 
promotional health rather than responding to the curative an: 
disease oriented response to health. The health personnel also nee: 
to follow this approach to health to increase the effectiveness of thei 
work. 


Measuring impact on children has to bea panama part of am 
child focussed development programme and will indicate whethe 
the programme is making a measurable difference in children’ 
lives. Child specific indicators can be developed for any type o 
development activity, aon sae level work to macro leve 
advocacy. ee] 
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Activity oriented and 
_ innovative — 


Gender 
Sensitive | 


The basic peetnons of CRC is to ee and Abate child 
centred health education. CRC believes in three basic principles a 
essential for successful child centred health education. 


Child centred health education should be: 
(1) Activity oriented and innovative 


Teaching and learning mustbe activity based and innovative. These 
pre-requisites ensure that education becomes interesting - thatit — 
is more effective in the long term. | 


@) Gender sensitive 


Because the girl child is continuously being discriminated against it 
affects her health, self esteem and social status, as wellas the society 
at large. CRC believes that it is important to sensitise young minds 
and. their parents /society towards gender discrimination so as to~ 
bring about positive changes i in the lives particularly of reuls, and. 
the overall society./ \° -\ < 
(3) Interactive | 
CRC believes that health “ducation must sbtinilen the existing 
social and cultural environment of children. For one, children’ 
constantly interact with family, peersand the community. Secondly, 
‘as health cannotbe viewed inisolation, child centred health education 
must acknowledge the influences of other sectors including 
government, non-government and other local bodies. | 


Child centred health education must also acknowledge. the 
limitations and potential of children. Thus, child centred health 
education must take into account all the interacting factors. 
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EARLY CHILDHOOD CARE AND DEVELOPMEN 
(ECCD) © | 


. 0-6 years 


JZ 
So 


Early Childhood Care and Development tefots/ to the period of 0- 
years whichis considered.asthe foundation years as it addresses ths 
needs of the children under three years of age and the concerns 0 
children in the pre-school years (3-6 years). An integrated ap proacl 
to development in these years is an essential: cornerstone sega! 
the aim of holistic development in view. 


Just as this is a period of accelerated growth and development i iné 
child, it is also one of increased vulnerability to infections which ar 
vaccine preventable. The incidence of malnutrition is also th 
highestin this age group increasing the severity of the problems tha 
adversely affect the status of their health, nutrition and development 


==~During the pre -school years, the tremendous pressure on childret 


to learn the 3 r’s namely reading, writing and arithmetic and at th 
same time lack of adequate stimulation to explore, experiment 
experience and'be excited completely demotivates the child t¢ 
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pursue further education. It also results in lower academic 
achievements and possibly lower statusin society. Thisisaggravated . 
by] pressures of performing well within the formal educationsystem, 
‘competing to achieve to sustain within the modern ae nde 
world leading to overall stunted development. i | 


The break up of the joint family system and lack of involvement of 
the community, particularly men‘in child care also acts as a severe 
constraint. Many parents are often either ignorant of the development 
needs of their children or are not able to devote adequate time and 
attention for quality care due to economic realities. The responsibility 
then, of child care, in the absence of parents falls‘on the shoulders of - 
the older siblings, especially young girls who as a result are unable 
to attend school. Alternately, the support of institutionalised | weg “ee 
sought. - . A 


he 


Gender discrimination affects the girl child most severely’ in this age 
group. Lack of adequate nutrition leads to malnutrition in the 
adolescent years. These young women give birth to weak and 
underweight children in later years and this cycle continues 
throughout life. The situation is further aggravated due to lack of 
proper education. Adequate health care, support and nuttition 
services provided to the girl child during the early years of her life 


can enable and empower her in numerous ways: | 


she can participate better in educational , Seopeoinie and coon | 
titi that willhelp ies growasa ae ed happy and resp onsible 
adult; A= | 


she can actively participate in decisions and activities that orig 
to the health of the other family members and/or the community 
because by investing in her, an important message that will be 
conveyed to her is‘that she matters and that she is an ie wu acy 


worthy of attention and respect... A 


While various programmes are being implemented at the 
pe orn and Non Government level, the programmes are | 


unable toreach thechildren whomostneed it. Available program1 
are unable to provide quality care due to inadequate resources, b 
financial and human. The priority accorded to issues in'the exist 
policies is often misplaced, thereby increasing the gravity ‘of 
problem. / | oe Z 
It is therefore important to realise at all levels that a child is 
individual who is capable of participating in his/her o 
development. To make this a reality it is important that policies < 
programmes focus and encourage home based, centre based a 
community based child caré with focus‘on under three. In st 
attempts, itis extremely important to bear in mind that womenw 
have traditionally been the sole child care providers also have 
inherent need and right for self realisation and econor 
independence. Therefore, facilities for creches and childcare servi 
should be provided at work places and near schools so that | 
young girls can participate in the educational and econor 
developmental activities with ease., | noe 
Thus, in advocating appropriate and adequate early childho 
- care, the role of men and the sensitisation of communities tha 
might entail should also be emphasised. Policies and programn 
should encourage .positive traditional practices of child reari1 
adopt innovative participatory training approaches a 
implementation of the programmes, sensitise adults directly affecti 
a.child/s life, use easily available technology, integrate ECCD as 
important component of all the programmes, eliminate genc 
differences and utilise motivational strategies for implementc 
Above all, allocation of appropriate funds for ECCD pro gramme 
a crucial requirement. These important steps can provide a m¢ 
joyful and meaningful life.to our children. 


CHETNA envisages to continue the capacity building efforts a 
development and dissemination of IEC material. It plans to p! 
proactive role in networking and advocacy for improving | 
quality of child care services in the perspective of these setvices 
a support to women and adolescent girls. Action research proje 
will also be taken up to develop relevant intervention strategie 
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INTERVENTION FOR SCHOOL AGE CHILDREN 


( : . / hess 


Children in the age group of 6-14 years have so far remained. 
neglected by the majority of the developmental programmes. » 
Fortunately, with the resolution of the Indian government to reach 
the goal of Education for all by the year 2000, the focus of the : 
developmental programmes has begun: to shift-to School Age 
Children. ash fee ie a 
Children are influenced through many sourcés, the most important. 
being their home, school and communities. The fact that, during this . 
early phase of life when the pace of physical and intellectual 

Be clcpment is rather rapid, positive influences created can have 
far-reaching benefits in adult life and accords special significance to 

the need of imparting health education during childhood. Children 

can become alert, health conscious and remain fit and well if they 

are equipped with health related information and skills. A healthy 
child will not remain absent from school due to repeated illness and 

will perform better at studies. Being part of and having more time 

with the family, children are also able to spread health messages and 
oractices to itas well as to the community. Children in this age group 

an thus be viewed as both recipients and transmitters of health. 
Pessages: | 


\ | 
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Concerted/sustained educational intervention is capable 

changing / influencing health behaviour considering the inadequé 
arate ach of the present health system, the widespread poverty a: 
the vastness of problems of ill-health and undernutrition in Ind 
Health education through formal communication channels c 
enable individuals to resort to preventive care / adopt a broac 


\ 


concept and practices of health. : NS 


As many.as 86.7 million in this age group are enrolled in prima 
schools in India arid thus the formal system provides an eas 

_ available opportunity for influencing health related attitudes a 
behaviour. Furthermore, daily and sustained contact with childr 
affords the teachers with-an opportunity to_ monitor childret 
health. InruralIndia, majority of the childrenare the first generati 
learners and they are respected for their-opinions. The rural sch¢ 
system provides a comprehensive infrastructure that c 
meaningfully synthesise and integrate currently compartmentalis 
and fragmented health programmes designed to address pe nee 
of the rural communities. 


Adequately developed:school health services wal help to ident 
health problems so that they may be dealt with. Moreoverideasa 
skills learnt at school will preparea child for health decisions inla 
life. Thus schools provideanunmatched opportunity for influenct 
the knowledge, eae attitudes and practices of ee and oft 
people of the community through them. | 


The aspects of the educational system that are likely to facilit 
such efforts are : , 
“teachers employed in primary schools are adequately a 
appropriately trained ~ 

*some amount of health, hygiene and nutrition teaching has alwi 
been a part of the school curriculum 


*in recent, years, alternative approaches have nee experimen 

upon by government agencies and non government organisati 
with the purpose of incorporating them in regular pla é 
health systems as well as in the non formal sector. 


However this reality also poses, many challenges in the opti 
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utilisation of the existing opportunities, due toa variety of reasons 
that include, y 


e. 


} 


lack of health and nutrition awareness Samong children, teachers 
parents and community. 


7 relatively low: priority accorded tohealthand itintonal asp ack oS 


at the policy and programme leveland evenin nthe formal school 
“system. = 


et 


gender discriminationi is atits highest level in this, group Ween = 
of socio-economic reasons which deprive the girl child of not 
_ only education but also other advantages and exposure offered 8 

by the formal school system 


: ‘children, or for that matter even adults, do not ponaile; health 
asa high priority asset and do not peCORMISE the role they can 


play i in affecting it. ee Te), 


Although the long term goal to address these challenges” would . 
Tequire introducing systemic changes, intermediary steps/ 
interventions need to be made to remedy certain aspects of the 
situation. Our experience is that sustained short term interventions 
at school level and frequent orientation meetings with school 
authorities and teachers can help maintain the enthusiasm, | \ 
originality and creativity of the teachers in incorporating and — 
integrating health aspects into education activities. Overa period of 
time due to such interventions. the teachers and policy makers can 

be gradually influenced to accept the changes. Besides, inclusion of » 
parents in such interventions can facials the school and cae. in 
reinforcing each other. ~ (J PS 


Even as the number of children enrolled in sdlioole 3 is gradually 
ncreasing, there is still a vast majority that attends irregularly, 
apOpS out or néver enrolls. While school children at least get some 
*xposure to health education, the latter group of children are more 
lifficult to reach. In addressing this group, it is important to: 


ile ‘identify who they are, where they areand whatare their sourens « 
__ of receiving information | 


consider their varied « circumstances and needs 


remember that unlike school children, these children are not 
19 MN Aer AG 
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familiar with organised learning approaches- -hence theneed 
use/devise approaches that~are innovative, flexible a 
captivating that enable them to relate the content to their day 
day lives. The non formal centres and the voluntary sector ne 
to play a more active role in this direction. 


Anapproach that has been widely used for health education of bc 
school going and non-school children is theChild to Childapproas 
Through this approach, attempts are made to develop i in child 
the knowledge, attitudes and behaviour necessary to manage th 
own healthneeds and theskills to help others todo the same. A ba 
prerequisite of the approach is that learning should be activ: 
based; that the child should bean active participantin the educatiot 
process and not merely a passive recipient as happens in t 
didactic mode of teaching. The objective is to enable children 
learn to link knowledge gained through external sources with th 
experience gained at thome and learn to apply and test thatknowled 
through practice. In developing countries, where older childr 
' especially girls, play an active role in the gearing and care of th 
younger siblings, this approach has been found to be specia 
beneficial for both the younger as well as the older child. © 7 


The possible areas of intervention in formal andnon formal educati 
sectors can be: | 


Ensuring adop tion ofa broader view of health eel of emphasisi 
only diseases and cure, by including teachers, social developm« 
and community level health workers. 


Enhancing the priority given to health promotion within schox 
community and non formal centres, 


Adopting alternate methods / approaches abnewith / in pie 
didactic instruction so that niere gained can be applied 
daily life. | | 


~~, 


Increasing rales facilities and support for teachers and fi 
_~ workers. 7 : 


x \ Improving the enuiroarnent and surroundings of the school: a 


non formal centres. _ ~ 
Establishing links beti een the health seetoatiGn dopant 


nee 


| kk Dblishinie eles between sckidol and community. / 


Developing Seta ee a tenigae for health information ane 
education. 
“Concentrating on improving the health of the Loe) child. 
CHETNA \ envisages to intervene through educationand training in 
health and nutrition; orientation and sensitising the teachers and 
educators to implement the school health programme more 


effectively, networking and advocacy for empowerment of children 
so that they can become partners in health and. development 


programmes. . f 
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ADOLESCENT HEALTH 


14-18 years 


Adolescence, the transition between thildhecd and adulthood, is 
stressful period of life characterised by discernible/ perceptib 
physical, mental, psychological and social changes. Marke 
morphological changes in almost allorgans and systems of the boc 
are responsible for the accelerated growth and the changes_ 

contours and sexual organs. There are noticeable changes in tl 
patterns of thinking, attitudes, ideals, relationships, moral standar« 
and abilities in evaluating options for adultlife and making decisior 
Accompanying mental and psychological changes resultin feelin 
of insecurity and conflicts, Socially, adolescence consists in shi 
from dependency to Breandthy. social responses to physical maturi 
—~ the management of sexuality, the acquisition of skills and chang 

in peer groupings. bes 

Adolescence is thusa challenging and critical time 3 life. On theo 
hand, the excitement of important life decisions and new experienc 
enraptures, and on the other, growth spurts and emotional chang 
often torment adolescents, plunging them into a sea of turmoil. 

addition, a strong need to establish an identity and self ima 
demands changes in the patterns of eng aonal dependen 
developed through. childhood. } 


ae 


BiGlescerice also provides a unique opportunity to compensate for 
~ growth retardation that may have occurred during the early years 
~ of development. Optimum care and guidance provided during this 
period can help the adolescent develop to their optimum potential. 
- Itis extremely critical therefore to address the developmental needs 
_ of this group, particularly of girls who face the greatest degree of 


discrimination during this phase from their family as wellas society. | 5 


= —— 


Interms of education, food intake, access to health care and growth | 


» patterns, adolescent girls are beugly found Jagging far behind Se 
male counterparts. | 


_ The body of an adolescent girl is dAtichlty in need of appropriaté 
nutrition in view of the accelerated growth spurts and onset of 


~ menstruation. However, dueto gender discrimination, she is unable - 


to receive appropriate nutrition. This often results in anaemia and 


” ~ other deficiencies that affect her entire well being. Social 
- discrimination affects not only the physical health of adolescent 


- girls but also their sense of self worth and confidence. a 


_ Inavast maj jority of families, economic pressures coupled with the 


“dismal scenario of the educational system lead to the exclusion of — | 
\ girls from education. Instead ‘they are expected to conform to = 


- social /cultural role expectations and rarely enjoy the opportunity ; 


4 to develop an individual identity. While young girls are taught to be 


- housewives and mothers, young boys are learning to be caretakers 


j 


- measurable in economic terms, leading them to earn greater respect 
and develop anattitude of superiority over their female counterparts. 
Predeciding and firmly establishing such specific roles of the 


adolescent in the home and outside it puts tremendous pressure on. 


; them. _ ‘ | 


“and breadwinners of the: family. The latter’s contribution is’ 


@ - Despite te child labour being iiepat for children below 14 years, itisa « 


~ common feature. Most of the employed adolescents are engaged in | 


labourintensive, less remunerative occupations in the unorganised ’ 


’ sector. This has significant implications on their health, especially 
females, as itis aggravated by their nutritional and general health 
_ status. Whileilliterate adolescents may be employed in occupations 

: ‘ranging from work in glass factories to domestic labour, the semi- 
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literate and literate adolescents face greater pressures since jc 
Opportunities for them are extremely limited. Lack of challengir 
experiences leave the adolescents frustrated and unhappy. Durir 
this stage, there are contrasting pressures on the rural and urbe 
adolescents, which widens thealready existing gap between ther 
The pressure of academic achievements and excellence increases c 
urban adolescents. Competition is‘at its peak and this threater 
their self image. | : | eX) 
Above all, in India, traditionally, the transition from childhood t 
adolescence, particularly among females has bata to be sudder 
Although due to poor nutritional status, the iological onset « 


- adolescence among females may be later in India than elsewher 


\_ marriage and onset of fertility occur farearlier, thrusting adolescer 


\ 


\ 


females early into adulthood. Sexual activity also increases durin 
this period, comparatively higher in the case ‘of boys than girls. I 
the absence of reliable sources of information, adolescents ofte 
turn to and rely on unauthentic sources which include peers an 
friends who are equally uninformed. This is further complicated b 
the media and satellite television airing uninhibited lifestyles, as 
result of which adolescents are often faced with a conflicting set c 


_ values and restrictions imposed by their family and society. 4 


young woman’s ignorance of sex-and safe measures coupled wit! 
a lack of decision making in sexual relationships can be. easil 
exploited, resulting in unplanned and unwanted pregnancies. Th 
alarming rise of HIV/AIDS, prostitution and sexually transmitte: 
diseases is a direct result of the lack of sex education and this cai 
have life threatening effects. é : 


Field realities indicate that adolescents are not accorded. du 
importance, either in health or in education and developmen 
programmes. Unfortunately their needs have not been understooc 


~~ by parents, society, policy makers or ‘health professionals. Fev 


effective programmes strategically respond to the specific needs o 


~ the adolescents who will soon be adults. Parents and individual 


working with adolescents often approach them with preconceivec 
notions about this phase of life and view them as problems insteac 
of realising their immense potential as recipients and implementor 
of health messages. ae 
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‘While the ee of children or iceman women are iclatewled ged 
‘innational strate gies and programmes, neither services norresearch 
“have focused onadolescents and their unique healthand information 
needs. Although the adolescent may not appear as frequently as 


children and adults; especially women, in morbidity and mortality — 
statistics, the long term repercussions of their behaviour may lead _ 
toa variety of health problems that can be avoided/forestalled with _ 


aes 


planned health interventions for them. 


“The present policies and pro grammes foradolescents havea number 
of shortcomings. They tend to directly or indirectly re- emphasise 
gender biases and in some ways also undermine the capacities of 


adolescents to participate in their own development. “The special ° 
characteristics: and needs of adolescents require focused policies : 


_and pro grammes. 


Individuals and organisations must respond to the needs of the 
adolescents in the perspective of the social characteristics of this 
group, keeping the gender dimension in view. The range of 


intervention areas include health and nutrition, education, Sex — 
education, parent/teacher/ community awareness, econémic and~ 


other relevant activities like support and guidance, skill ‘oriented 
training for adolescents etc. Importance should be given to life 
useful education. Special efforts need to be made towards raising 
Sei self-esteem, level of confidence, analytical problem solving 
ities, communication, Jéadership and vocational skills which 
-can help them become self reliant and independent. Last but not the 


least, participation of adolescents must not be ignored as their fi 


\mense energy and potential needs to be channelised on the path 
i evelopment: 


(CHETNA envisages sensitisation and capacity builds of field 


based practitioners, programme managers, trainers and policy 
makers and build their perspective about adolescent health and 


developmental needs and | skills for effective programme 
management. : 7 

Existing [EC material concerning aclol&cents will bereviewed,new 
need based material developed and disseminated particularly on 
sexuality and ao health... “7~ | | 


“2 


CRC’S STRATEGY 


AGE- SPECIFIC CONCERN S OF CRC 
Early Childhood 
Q-3 years re. 
High Infant Mortality and Moe Bidaty rate 
Lack of information among parents , / 


—_——- 


* Lack of stimulation — ; | / 
* Nonavailability and under utilisation ofhealth facilities/ servic 
* Poor nutritional and health status : 
+ Discrimination of girl children 
3-6 years / + 
* Lack of child centred. prccchoal education 
*-\Lack of information among) parents leading. to their Ov 
: \-involvementin programmes 

* Poor nutritional and health status 
* - Poor utilisation of existing services 
* Discrimination of girl children ae PAG 
School Age 
oa 14 years 
Lack of nutritional, health and education facilities 
High rate of school dropouts particularly girls 
Didactic teaching approach 
Low motivation level of teachers /(facilitators / management 
Inappropriate/inadequate weightage to nutrition and heal 
aspects in the existing curriculum 
* Lack of child centred policies and programmes both in form 
and non-formal system. * 
Adolescence 
i 18 years © 
Lack of services and awaréness regarding needs of adolescen 
Lack of self esteem and self confidence 
Unhealthy attitude of parents and society _ 
Lack of knowledge on sex/sex education _ 
Lack of accessible health’services 
Other issues concerning their health ‘ 
Lack of empowerment opportunities and irrelevant educatic 
Gender discrimination. 
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i TOWARDS | A COMPREHENSIVE WOMEN’S HEALTH 
>... PROGRAMME 


‘Health care, gender and patriarchy i in India ~ 
The Health Care System: | | . / 


‘India has one of the most extensive fle deciles for Health care : 
inthe developing world anda optimum. doctor /population ratio as. 
_recommended by the World Health Organisation (WHO). Inspite of 
this reality, the hospital based diseases are on the rise and care 
oriented approach towards the establishment of medical services. 
_arenot functioning optimally. There are various reasons respenEialS o 
- for this which have made the situation complex. “ 


An overview of the health care system in India indieates that: 
although the majority of India’s population is concentrated in the 
tural areas, the health system in India is biased towards providing, 
health services in urban areas. Doctors are hot attracted by 
Government policies to practice in rural areas as they do not see a 
future there. In general, the medical system is male dominated and 
even female doctors conform to a male oriented system. Another 
“unfortunate reality is that, according to many studies, government 
health care facilities provide medical care below the expected © 
standard and are not meeting the perceived health needs of the © 
people especially that of poor and under pevucgen © sections of tie 
community. Ae 


Many available studies indicate that both in rural and urban areas, 
_the proportion of women attending the out patient clinics and being 
admitted to hospitals or primary health centres is always less than 
that of men. This indicates neglect of health care needs for women. 


In spite of rapid increase in health care infrastructure under the 


a 
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auspices of the health care services provided by the government, t 
improvement inthe quality of services is marginal.The privé 
health care sector has expanded considerably in the last few yea 
A number of studies have reported that people generally pre: 
private health care facilities even though it is more expensi\ 
However, this cannot be equated with better quality care a 
efficient y- Ina national survey, ithas been observed that sometim 
medical expenses are so high that they are a major cause for rui 
indebtedness next only to dowry. 3 


During the receht years, a continuous decline in governme 
allocation of funds to the healthsector has been observed. Due tot 
structural adjustments, the expenditure on medical services ha 
fallen marginally, however, the fall in expenditure for disea 
control is very sharp. The disease control programme deals wi 
infectious diseases that mainly affect the poor communities. 


In such a situation itis 3 very important to recognise the role of Indi 
traditional healing practices to improve the overall health status 
disadvantaged communities. There is an urgent need to revive tl 
traditional healing practices and to increase the knowledge 
people for home based herbal medicine, non drug therapy .ar 
promotion of a healthy life style. | 


The Evolution of Health Care > 


Before the industrial revolution and the consequent emergence 
the market economy, families and communities produced their ow 
food, clothing and tools. Under the same roof, babies were bor 
children were raised, sexual relations took place, people fell sic 
grew old and died. Biological and productive lives were combine 
within the same household. While there were marketplaces whe 
surplus produce was bartered, there wasno formal market econor 


—~ 


* Authority; in the family was vested in the elder males of the fami 
This nattietchal rule of the household was reflected in the governan 
of villages, religious institutions and the nation. 


One significant feature in this traditional system, however was‘ 
gynocentric nature. The woman’s role was central to the productic 
process within the household. Healing skills were the responsibili 
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of woman; her knowledge of herbs and common ‘ailments of the 
( family gave her an identity and value within the Racial structure. If 
she was exceptionally skilled, the community would consult her for 
“care, as a herbal healer or midwife (Traditional Birth Attendant). It ye 
_ was not considered as a profession but was a humanitarian act. In 
- due course of time, several health care systems developed in the 
_ancient cultures of India, China, Greece, Egypt etc. They, took the: 
_ shape ofa regular system of medicine like Ayurveda, Acupuncture, — 


_ Yunani and Siddha. Though they were limited to the upper class‘ 


_ and castes, they werenear tonatureand human body. Unfortunately, — 
this male dominated system kept women out of its purview. 


With the emergence of the market economy there was a total social 
transformation. In the old order, production was governed by 
_natural factors - the human need for food and shelter, and the limits. 


of labour and resources. — aN 


In the nineteenth century, with the rapid development of 
‘industrialisation and the Industrial Revolution in Europe. and ~ 
- America, production of consumer goods shifted from the household - 
_to the factory. The household became the place where only personal 
biological activities took place: eating, sleeping, sexual relations, 
child-bearing and rearing and care of the infirm and aged. There 
_wasaclear division between the public sphere, which was governed 
a the market, and the private sphere, where the household aia 
a place for comfort and care. _ 


ys the same time, yet another change was taking place which has its y 
roots in the 17th century, during the Renaissance period in Europe. 
‘For the first time, religious doctrine and traditional authority were 
bein challenged. Scientific research was spurred on by the growing 
‘market economy. Old beliefs floundered against scientific research ° 
and theory. Allover the world, science was progressing in leaps and* 
‘bounds. Scientists claimed the entire observable world as anarea for 
‘unfettered experimentation, free from religious and feudal. 
interference. What was once divine and yee began to be | 
explained scientifically. Ly aN ee 


Rapid industralisation resulted i ina large numbér ofwomenworking ~ 


‘Outside the home. For sometime women managed to retain their 
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traditional knowledge of healing. Gradually however, mod 
science took over the entire field of medicine. Although laborat 
science had not yet developed, the scientists pushed out the won 
healers who had learnt from observation and long experience h 
to deal with basic health problems. Modern science became | 
ultimate authority in the conflict that arose between the traditio 
wisdom of women healers and new male expertise. 


Though scientific research did lead to Pasteur’s discovery of bacte: 
a unicellular organism, as the cause of diseases, dispelling the be 
that illness was a punishment for one’s sins, it also lead to~ 
gradual removal of women healers and the traditional systems 
medicine. ‘The scientific theories were liberating in the sense tl 
they removed people from the clutches of religion. But thenegat 
outcome of this progress was that the allopathic system had start 
viewing diseases and the body separately leading 
compartmentalising of the healing process. The approach of holis 
health was kept aside. The women lay-healers operated withir 
network of information sharing and mutual support. The medi 
profession mostly shared its knowledge within an elite gro 
which resulted in the destruction-of women’s networks. Ma 
women weremarginalised in the process and later became depend 
on the Allopathic mode of treatment. 


Regardless of their class, women were entrusted with aAle c 
‘responsibility: reproduction. Health care, however, was notaccessi 
to all. Only wealthy women could afford expensive and proiong 
medical treatment (in the interest of the medical practitioners) wh 
working class women were unable to pay for professional medi 


help. 


Medical experts began to develop an evolutionary theory of wom: 
Out of their ignorance and prejudice, the theorists regarded wom 
merely as reproductive units. Some of these theories described 1 
uterus as a controlling organ of a woman’s body. In fact, it v 
believed that God, in creating woman, had taken a uterus and bt 
her around it. Women were viewed as less-evolved creatures t 
men, and from this evolved the theory of contemporary hurr 
sexual differences. Men were made to fulfilla variety of function: 
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the social division of labour, while women were designed to 
reproduce. | 


Presently, | the field of ledicine is mainly male dominated and 
though there are a large number of female doctors, the professional 

_ attitudes they adoptare essentially male attitudes. Women, who are 
-seenasa problem are reluctant to articulate their health complaints. 
a example, many women would like to know more aboutbirth 
ntrol methods which are suitable for their lifestyle, But, birth 
control information, as a means to helping a woman to lead a 
sexually satisfying life without the fear of a pregnancy, is viewed 
“with suspicion ( because it could lead to a sexually liberating 
lifestyle). Birth control is viewed merely as a part of a family 
planning programme used by the state as a means of population 
control. New economic policies and theories like SAP (Structural — 
Nadjustinent Programme) promoted by the International Monetary 
: Fund (IMF) and the World Bank push the governments of Southern 
countries to make heavy. cuts in their health and development 


_ programme bud igets, which directly ae the Gs and particularly = 


‘women. | 
ee LN ‘Patriarchy and Gender: 


i patriarchy denotes a structured system of male domination. These 


are not merely differences between men-and women, but a 
contradictions and structures of exploitation and oppression. The 


literal meaning of patriarchy is rule of the father. It is often used.to 


"describe a male-dominated family and the power of the father and ~ 


husband over the family and its assets and resources. 


‘Patriarchy exerts its power over biological reproduction and 
‘sexuality; men try to gain control over women because of their 
‘Teproductive capacities: and sexuality. The marriage contract enables 
mento control women’s sexuality and fertility in return for women’s 
economic survival. Patriarchy can be described as a set of social 
‘relationsamong men which havea material baseand whichestablish 
or create interests to dominate women. The material base upon 
“which patriarchy rests lies most fundamentally i in men’ s con) 
‘over women’s Jabour Rone Ps 


rm 


af 


Women are identified with the reproduction of life, of subsiste 
whereas men are identified with other forms of production, 
basic form of women’s labour and its exploitation is the base fe 
the varying forms of their oppression, whether sexual, polit 
ideological or religious, and this oppression canbe linked to wor 
poor health. | | a 


The term ‘gender’ is being used to indicate a social frame wor 
distinct from ‘sex’ which is a biological form. Gender roles in 
assigning each sex certain characteristics and expectations. 


\. Gender-assigned characteristics for men include: 

.. Right to quality food, clothing, education, self- relia 
_ self-confidence, independence, health, aggressiven 
fearlessness and potency. L ; Neg 


Gender-assigned characteristics for women include: 


Beauty,tolerance, passivity, dependence, submissiven 
obedience, self-sacrifice, affection, and nurturing. 


When discussing health, the Sexual Division of Labour (SDI 
crucial. Due to gender roles, the burden of labour falls on woms 
shoulders. Despite the energy expended in performing the multit 
of gender-assigned tasks, women do not receive commensu 
nutrition within the household - they eat last, least and leftovers 


a result, women suffer from serious health problems. | 

The sexual division of labour implies that the allocation of ta 
assigned to men and women differ according to their gender. L 
value is placed on tasks performed by women, both materially ; 
ideologically. The ideological evaluation of women’s work is 

most crucial and puzzling aspect of the sexual division of lab 
~Womenare remunerated less than men for thesame tasks perform 


With this broad understanding, Women’s Health a 
‘Development Resource Centre is addressing various. hea 
concerns of women. ie 
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SB ictsion pléeues the major af disadvantaged women. in | 
India. Existing gender biases in the’society introduce the cycle of 
malnutrition among women from early childhood onwards. Due to 
the low value placed on the girl child, from birth itself she receives 
less food ahd that too of inferior quality than their infant brothers. 
This. discriminatory approach continues throughout ch Idhood, 
adolescence and in adulthood. Older girls and adult women work © 
more and spend 1 more energy in comparison to their food intake. 
Malnutrition: among women is further exacerbated by frequent 
sregnancies and lactation. This depletes her limited nutritional 
eserves. Indian women, on an average, become pivgnant eight 
imes and give birth to six to seven children. 


eer 


\ direct result of undemnutrti onis anaemia, a condition thataakigh gues 
ver 70%. of India’s women (W.H.0). Anaemic women have low » 
sistance, causing infection, weakness, low energy, dizziness and, 
ae of appetite. AWHO report states that Anaemia contributes to 
igh mat rnal mortality and “morbidity. Upto ane of Dige alee 
den are ey due to anaemia, 
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_ National programmes have not been effective in combating ana 
for various reasons. Generally, women are notaware of the Nati 
Anaemia Prophylaxis Programme. As a result of this, preg 
women and nursing mothers arenot made aware about thenee 


an iron and protein rich diet, The national programme ust 
address this concern during pregnancy which is often too latea 
deficiency begins in early childhood. Short term iron supplem 
during pregnancy do not compensate for the years of ana 
condition in girls and women. a Aa 


Existing nutrition programmes ddnotaddress women’s nutriti 
needs from infancy to old age. Even programmes that teach wo 
how to prepare balanced and nutritional meals do not recognise 
“women rarely have decision making/ purchasing power toena 
good diet for herself. It fails to recognise that women 
malnourished due to their secondary status within. the far 
where they usually eat last and leftovers. 


CHETINA believes that high incidence of malnutrition and anae 
among disadvantaged Indian women is not entirely due to pov 
There are cultural, social and educational barriers that pre 
women from ensuring adequate nutrition. To address this prob 
CHETNA will make efforts to raise the awareness and social st 
of women-This willbe done through trainings and developing! 
based health education material which willbe widely dissemin 
amu health practitioners‘and community. 


34 


Bespite the traditional fete on stern health programmes, 
national statistics indicate that India has one of the mene rates of | 
“maternal mortality in the world, 


‘The maternal mortality rate in India j is as high as 400 to 500 per 
-1,00,000 live births. The numbers continue to reveal the grim ar 
‘of maternal health in India. | ae 


* Statistics indicate there are more maternal ddédths. in Rita, B 
a in one week than there are in all of Europe i in one year; \Y 


mae 


In one day in India, the total number of casualties due to 
__ pregnancy and childbirth related complications are more than 
_ those recorded during one monthin the entire developed world; 


* In India, the probability of a woman’s death during | 
oO pregnancy is one. nls. = 

There are several reasons for this grim situation. Pack fagedin 
haemorrhage, often caused by anaemia, and sepsis are the most. 
frequent causes of maternal death. Women lack adequate prenatal, 
natal and post natal care. They harbour several misconceptions — 
about a proper diet during pregnancy. These problems, coupled 
with frequent pregnancies, contribute to high maternal mortality 
rates. With each pregnancy, women increase the risk of being 
exposed to infections ane birth-related complications. Despite the | 
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arity of the situa tion, there is a lack s trained health care work 
at the fieldlevel. At thesame time, the proven healing capacities a 
knowledge of the traditional birth attendants (dais)~are of 
undervalued. The mainstream health care systemy does little 
terms of upgrading her skills and providing her the much need 
support. The result is marginalisation of this cadre of healers w 
provide emergency and promotive health care to. women ininter 
and far flung areas at their door step. | 


For women who decide to have an abortion, the risks are 2 grea 
According to one. study, abortions account for 10.7 percent 
pregnancy-related deaths. Despite the legality of abortion, in Inc 
millions of women risk their lives in the hands of local abortioni 
_ due to social and.cultural reasons. he 


CHETNA believes that the majority of these problems are rooted 
the existing social and economic situation: inadequate hea 


_ services, lackofcontrol over fertility, overwork, jAnadequatenutriti 


poverty, lack of education; clean water, proper housir 
discriminatory attitudes, beliefs, taboos and practices in the fam 
and society. There is a need to address all the above i issues related 
maternal health rather than concentrating on any one. 


| CHETNA envisages toaddress these concerns inits capacity buildi 
trainings and health awareness programmes. CHETNA visuali: 
a critical role of Traditional Birth Attendants (TBAs) i in lowering 
maternal mortality and morbidity rate. It will concentrate its effo 


’ in strengthening the capacity of TBAs and advocating/the same 


the, pony, level. 
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Ina ipatinichal séciety. ihe definition of work conveys two ditfelont 


meanings for men and women: While men’s work is limited to only. 
income generation, ‘for women, apart from income generation, they 
have to do household work, prepare food, collect firewood and 


etch water, take care of children and nurture family and. community 


needs. Lack of mobility, education, skills and gender based 
discrimination restrict women from securing higher paying 
jobs ‘Therefore, while men’s work is considered to be productive, — 
women’s work is greatly undervalued in economic terms. Time 
allocated to household activities other than agriculture is rarely 
recognised and rewarded. 


‘Non recognition and under Paldaticn of women’ s work both at 
home and outside, hasan adverse effect on. women ‘s health. Lack of. 


time available for the tasks thatneed tobe done frequently i increases cS 


the intensity of work. Hours for leisure time activities oreven sleep — 
are reduced. Arduous and strenuous physical tasks done by women, 
combined with limited food intake further exacerbates malnutrition - 
among Indian women. It is ironic to note that about 70% of Indian 


womensuffer from anaemia: and hence are ‘More prone to infections. — \ 


\ 
\ 


- apsuiasdn diseases are on the rise among aes women an 
| f iN fi { 


80% of the women 1 work in the Mnorganised sector where the 
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working conditions are~such that it affects their physical a 


~ emotional health. The occupational hazards are high, but they he 


no claim for compensation. This affects their productivity, We 
output and wage earning capacity. Due to, these socio-econor 
interlocks a vicious cycle of poverty, peat health and lowér wa; 
is set in motion. 


CHETNA recognises that toimprove this situation, women’s wo 
both at household and work place needs to be recognised a 
rewarded within the existing social, economic and political conte 


It is essential to identify and address the factors affecting wome! 


health due to over work, ina holistic manner. CHETNA-envisag 
to sensitise the NGOs and GOs working in. the area of occupatiotr 
health of women. to expand __ their understanding. to recogn: 
women’s household work and its effect on her health. 
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a facia’ S ‘hedlth care Pyles, ‘reproductive: health concerns ae . 
“women were largely neglected until the International Conference 
on Population and Development (ICPD) brought the concern to the 
forefront i in 1994. In the post ICPD era, the country is ina stage to 
_ formulate its Reproductive and Child Health policy. There is a fear 
that due to a narrow focused approach it is possible that at the | 
/ aeigarace level the global thinking of reproductive health 
nay get translated into family welfare activities. >. oe 
Trae to socio-cultural factors which prevent the Tisserinablon of 
information and discussion of women’s reproductive health, the 
suffering of womenisneither detected nor treated in time. Often, by 
the time a woman seeks medical attention, it is too late as damage 
thas already taken place. At the grassroots level, untrained para-_ 
-redical workers are not able to treat or guide her appropriately. 
Feproductive Health Care is an extraordinary challenge. The 
Government of Ihdia has responded positively to this challenge 
changing existing policies of the Family Welfare Programme to a 
-Teget Free Approach and accepting the implementation of a 
, teyroductive health programme whichis centred around the highest 
posible quality care, client based approach and Bia ss) 
_ Paticipation. / 


_Toay the country has a unique opportunity to Iadeuctana the — 
-tonplexity of the problem and address it through its reproductive © Y 
Bed Healt Programme. The i este needs to address the 
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tTeproductive health needs of women through a holistic perspe 
‘throughout the lifespanand by involvingmales. The programn 
intervention on reproductive health, needs to be balanced 
integrated with the other health needs of adolescents, adult wo: 
and older women. 4 ; ee) 


Several women’s groups and NGOs need ‘to come forward 
share their rich experiences in the area of reproductive healt 
_ strengthen the programme>CHETNA has experienced that wo1 

are willing<to discuss their reproductive health problems - 


j 


supportive and enabling environment. ) : 
CHETNA envisages to address the issue of reproductive he 
through a life cycle approach and by integrating it in wome 
holistic health perspective. It will address components | 

reproductive tractinfections, abortion, sexually transmitted dises 
(STDs), Acquired Immuno Deficiency Syndrome (AIDS) and F 
contraceptior’etc. CHETNA also envisages to collect commur 
based data on socio-cultural aspects onemerging issues like sexua 
of women and adolescents and health concerns of women | 
breast and cervical cancer. 
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oe). AM, EMOTIONAL HEALTH 
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“Indian women m sultes hot blatant and overt discrimination every | 
day at work, at home, in the endless tasks they must perform. 
- Domestic and occupational responsibilities leave little time -for 
leisure activities and self-awareness. Women find they have little 
control over their lives. Lack of education limits their ability to. 
/question their secondary role in a society and the inequalities that 
: they face every day. Lack of an enabling environment where they 
aS n discuss their problems is another constraint. Such a repressive, 


situation can soon manifest itself into mentalillness. a. 


Bein cle women are harassed by curious neighbours.and pressurised : 
| by parents and society to conform to the existing conventions ._ 
When » married, a woman/must leave her family and home and 
i assume the role ofa dutiful wife and daughter-in-law and submit to 7 
the control of her husband and his family. Violence, sexual assault 
‘and excessive dowry demands are socially sanctioned within the ~ 
Berteacy of the family /home. Women are expected to suffer allthese 
_ assaults in silence. The strain and isolation of such an Uneriene yy : 
_ environment can easily: result inmental breakdown. Many women’s 
group believe that the anguish women suffer must be viewed as a 
_ productofa discriminatory society. “Until the girlistaughttovalue — 
_her self and her contribution to society and unless society 
‘acknowledges that contribution, the cycle of neglect, indifference 
and conscious discrimination will’ continue-unabated with all its 
adverse consequences”. (State of India’ s Health, 1992). : 


\/ 


(CHETNA i in its ongoing programmes will focus on the emotional . 
‘health of women. It will sensitiseand motivate NGOs to take up the | 
i‘ ‘issue of emotional hea zalth i in their Women and Health programmes... 
‘Sensitisation arity! will also be developed | to reach larger pe 
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VIOLENCE AND WOMEN’S HEALTH 


Violence against women has been endemic in our society, fre 
ancient times. Although allpeople are affected by violence, wor 
are the most vulnerable to itand have experienced itlargely becat 
they are women. It is sad that in our patriarchal society, wom 
often accept the male right to violence and usually keep silent ab: 
their suffering. The social pressure regarding violence is extrem 
strong that it prevents other women from resisting it or extend: 
support. Usually the women who experience violence is convin« 
herself about the myth of “male right to violence” asa truth of 1 
Anexpression shared by many women highlights the SRST 
the problem in our society. 


“Since last few months, my husband has stopped loving me, whe d 
not even beat me.” , 


ac is ironical that violence. as an issue has been ineglected by maj eS 
_ of groups working in the area of women’s health. Taking a closer 
“look at the issue, it indicates that violence at the most basic level < 
affects women’s physical and emotional health. Todaywhenmany > 
“ofus are addressing women’s health in the frame work of ri ights and 
empowerment, we need to recognise that violence is an issue of 
n and women; it takes away the 
ced! | 


_power relationship between me 
“control of the body. — 


- Violence is linked with various issue of women’ Ss health, like mental 
. and emotional health, infertility, pregnancy, sexual health, pregnancy, — 
tc. CHETNA, plans to address the issue of violence and women’s _ 
“health through sensitising of health groups to understand the link. 
_ between violenceand women’s health. CHETNA willnetworkwith 
“local NGOs working i in the area of violence and link them with 
health groups. Such networks will endeavour to bring the violence > 
_and health groups together to take up joint action at the. field level.’ 
_CHETNA i in its ongoing trainings also envisages to link violence 
and health so as - meake this petsperive teach out to wider 


as 


audiences. 
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ted on a poster to stop the cycle of violence. 
e inner feeling of many people who have 
} experienced violence or working to stop violence. 


"He would not hurt a flea but he puts his wife in a coma” 
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: Empowering Women Through Promotion of 
Beneficial Traditional Health Practices 


Traditional Health Practices 


: ae) s | 
For centuries, family and community health care was the s 
responsibility inthe domain of women. Knowledge of traditio 
healing methods was passed from one generation to the next < 
‘women who were especially skilled or knowlegable helda valua 
position within their families and communities. Due to tt 
experience and observation of traditional healing, women Ww 
able to control their own health care needs and those of tt 
families. Gradually the process of changing women’s heal 
knowledge was condemned by practitioners-of modern medic 
which led to ee credibility of traditional ‘healers. 


For Indian women who live in isolated areas and villages, a visi 
the regional health care centre means loosing a day’ 5, wag 
Arrangements have tobe made for child care, and savings mus‘ 
sacrificed for transportation to and from the health centre. Transt 
facilities are generally poor and do not operate frequently. Uj 
arriving at a health facility, many women are intimidated by. 
insensitive staff as there are few female doctors available to t 
them. Illness and its treatment are a mystery for the poor « 
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i Be Searttaged women, usually’ because doctors find little time to. 
“explain the causés of the ailments and ue on medication and 
a. e side effects. ~~ 


E: d / fost of the times, prescribed medicines al arenot available i in primary 
health centres free of charge. When medicines are pyeuaule, it is 


‘often too expensive for most women. 


“Bystu dying local health traditions - those which are Zend available, 

- accessible and affordable - and sensitisin g local health care workers 

to . traditional healing practices, women can regain some of the 
“empowering aspects of traditional health. Birth attendants can 
upgrade their traditional skills to include appropriate hygieneand 
sterilisation techniques. Some medical knowledge and treatments 
‘can be given to women in the community ae health education, 
‘counselling and training. = Mah | 


At the same time, existing traditional healthy ¢ care and fidaling a 
practices must be assessed to determine their efficacy. Many / \| 
treatments, passed on ‘through genera tions may be effective which - 
could preclude the use of drugs and tablets. Some herbal treatments _ ‘ 
are locally available and affordable as well as being simple to — 
prepare. Their use could-enable women to exercise some control — 
‘over their health care needs. 


CHETNA believes that awoman ‘Shealth programme mustrecognise — 
the empowering effect of a woman’s control over her own, her” 
family’ s health and the community’s health. Traditional healing 
practices provides a model to be studied, and in some cases, 
adopted. CHETNA will promote traditional health practices in its. 
ongoing programmes. It will also motivate other NGOsandGOsto | | 
Tecognise positive traditional health care and healing practices in 
their programmes. CHETNA will make efforts to advocate on 
traditional health practices at the state, national and international 
policy le level. ae 4 


THE FOUR PILLARS OF CHAITANYAA | 


— 


The fail waits fodtr pillars represent the underlying principle 
| WHDRC's io age and strategy. 


‘ INTEGRATIVE 


WHDRC Tecongises that a woman’s health encompasses sher so 
physical, and emotional well being. These are abnsidered tc 
interconnected and will be addressed together in an. ms 
fashion. 


HOLISTIC , i Te FM 


; WHDRC does not see women merely in theit roles as opie 

programme will focus on all the stages of the lifecycle: infar 
__ childhood, adolescence, adulthood and old age. WHDRC belie 
_ that only by addressing the distinctive concerns of each stage 
there be significant improvement in women’s overall well beir 


GENDER SENSITIVE 


WHDRC recognises that. ‘gender discrimination is one of 

important. determinants of women’s low ‘health status. Tt 
_understanding and addressing the implications of genderr relatic 
and enlisting the participation of menand the community woul 
central to its effortsin enhancing women’s health and developm 


REALISTIC Iai 


In its anlaysis and approach, WHDRC considers the tails 
political, economic and \social factors that shape wome 
environment, particularly norms, traditions, taboos, religion. 
other forces which affect women s ability to control and j impr 
their health status. fest va : 
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~ Colttre/ for Health Education, Training and Nutrition. : 


Lilavatiben ' Lalbhai’s Bungalow, Civil Camp Road, Shahibaug, Ahmedabad-380 | 0 Gui fat 


»_Gram’: CHETNESS Phone 97868856, F866695, “2865636. Fax - 91-79-7866513 ai 
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